are the frequently reported side effects, adverse cutaneous reactions are extremely rare. There are a few reports of acute generalized exanthematous pustulosis caused by faropenem and meropenem. [2, 3] However, bullous skin eruptions have not been reported, yet the various types of bullous drug reactions are bullous fixed drug reactions (FDRs), Stevens-Johnson syndrome and toxic epidermal necrolysis, drug-induced autoimmune vesiculobullous disorders, pseudoporphyria, and drug-induced coma blisters. [4] There are isolated reports of cell poor subepidermal blistering due to fluvoxamine, e-aminocaproic acid, and sibutramine. [5] The closest differential diagnoses in this case were bullous FDR and drug-induced bullous pemphigoid. The histopathological features were not conforming to that of FDR where necrotic keratinocytes are numerous with prominent interface dermatitis and plenty of melanophages in the upper dermis. [6] Moreover, a minimal postinflammatory hyperpigmentation in this patient when seen on subsequent follow-up was not in favor of a diagnosis of bullous FDR. A negative DIF result ruled out the possibility of bullous pemphigoid.
Thus, faropenem, a novel broad spectrum antibiotic which is widely used nowadays by physicians, can give rise to adverse cutaneous drug reactions such as generalized bullous eruptions as was reported in our case.
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Sir, Basal cell carcinomas (BCCs) are the most common cutaneous tumors in western literature, accounting for approximately 70% of all malignant diseases of the skin. [1] BCC as a pronounced fact is a tumor which possess a wide morphological and histopathological spectra. [2] Histological diagnosis and classifying BCCs into histological variants not only provide important information regarding low-and high-risk types of the malignancy but also has got a prognostic implication. Thus, reporting histopathological variant of any tumor including BCCs is essential in view of planning patient management. [1] We report one such case of Adenoid BCC which falls under very rare category of the malignancy.
A 61-year-old female patient presented with a slow-growing brownish-black nodule near the right corner of the mouth since 6 months. The lesion had a pearl white rim surrounding it [ Figure 1 ]. The patient was a farmer with a history of prolonged sun exposure. An excision of the nodule was done under local anesthesia [ Figure 2 ]. Three-month follow-up of the patient revealed the scar tissue [ Figure 3 ]. There was no sign of recurrence of the tumor. Histopathological examination of the H and E-stained section revealed a tumor mass which was chiefly consisting of lobes and lobules of basaloid cells which were in connection to the overlying epidermis [ Figure 4a ]. The cells were arranged in a typical adenoid and lace-like pattern. The tumor cells showed differentiation in the form of tubular and glandular structures [ Figure 4b ]. Figure 4c depicts high power view of the same ductular and glandular structures. Retraction spaces were seen around few tumor nests, palisading was noted at the periphery of many nests and islands [ Figure 4d ]. Thus, the diagnosis of adenoid BCC was given.
The architectural pattern of the tumor cells is a crucial histological prognosticator of tumor determinant. At the same time, the impact of pattern and arrangement of tumor cells on differential diagnosis of the malignancy should also not be underestimated. The above sentence holds true because misinterpretation of a particular cellular pattern can lead to misdiagnosis of the malignancy, as few variants of BCC mimic certain other malignancies which are more aggressive. [3] Adenoid BCC is one such rare, indolent variant of conventional BCC. [4] Exact incidence of adenoid BCC is not known, but Patil et al. reported the incidence of 1.3%. [5] Establishing the diagnosis of this particular variant of BCC is crucial as adenoid BCC is regarded as a low-grade malignancy. Majority of the cases diagnosed as adenoid BCC have low potential for recurrence and metastasis. [4, 5] Brainard and Hart [6] stated that typical adenoid BCC without admixture features of other aggressive variants of BCC were similar to benign lesions. It did not show propensity to metastasize and in no way was the sole cause of death in patients. Thus, they proposed that designation of the term "malignancy/cancer" which is used to describe this tumor should be changed. [6] The treatment of this is although similar to other BCCs. [4] [5] [6] 
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Sir, Poroid hidradenoma presents as an asymptomatic solitary swelling affecting a wide range of population (13-91 years) with a predilection for the geriatric age group (sixth to seventh decade). We hereby present a case of a middle-aged gentleman with a poroid hidradenoma over the left forearm.
A 36-year-old otherwise healthy male presented to us with a solitary mass over the left forearm, present for the preceding 3 years. To start with, it was a tiny lesion, which has gradually increased in dimensions to attain the present status. Family history and medical and surgical history were unremarkable. Cutaneous examination revealed a solitary firm nodule with pigmented and multifaceted surface (dimensions being 1 cm × 1.5 cm) over the left forearm [ Figure 1 ]. Regional lymphadenopathy was absent. Rest of the mucocutaneous examination was noncontributory. Excision biopsy was performed under aseptic precautions. Histology revealed a dermal neoplasm with reactive church spire type acanthosis. The tumor was composed of both solid and cystic portions. Two types of cells were clearly distinguishable within the mass, one being poroid (polyhedral cells, rounded nucleus, and slightly basophilic cytoplasm) and the other being cuticular (pale round cells with clear cytoplasm) [ Figures 2-4 ]. Based on clinicopathological correlation, a diagnosis of poroid hidradenoma was done. The patient is under periodic follow-up.
Hidradenomas are tumors arising from sweat glands, which are of two types. One group comprises tumors developing from eccrine sweat glands, and these are characterized by dermal nodules which do not have any connection with the overlying epidermis. The predominant cell types include cuticular and poroid. These are designated as "poroid hidradenomas." The second group is characterized by tumors with apocrine differentiation, composed of mucinous, polygonal, and clear cells. Besides, there are four variants of poroid neoplasms based on the location of the neoplastic cells, namely, hidroacanthoma simplex, dermal duct tumor, poroid hidradenoma, and eccrine poroma. Poroid hidradenoma is a relatively newly described variant, and very few cases have been reported in the literature. [1] 
